Payor of Last Resort

KEIS FORM 19(Rev.10/04)

FIRSTSTRPS

KENTUCKY'S EARLY INTERVENTION SYSTE!

Child:
CBIS #:
Payor Source Date Service Requested Results of Request for Payment
Requested

Family’s Third Party
Insurance Payor

Medicaid & KCHIP

Commission for Children
Title V CSHCN Program

*** Supporting information, such as submitted requests and responses from the payment source, should be submitted along with this form™**

Service Coordinator

Signature of Service Coordinator Date
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